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Abstract 
 
Keywords: Affordable Care Act, health disparities, uninsured, free clinic  
 
Millions of Americans without insurance under the Affordable Care Act expansion fall into two categories: 
the ‘coverage gap’ and the ‘citizenship gap’. These two groups are disproportionately affected by health 
disparities due to low-income or legal status. Health disparities affect individuals in many aspects of their 
lives, including their health, finances, and overall quality of life. To improve the lives of uninsured 
individuals in Providence, Rhode Island Clínica Esperanza/Hope Clinic proposes to set up a Social 
Investment Bond Pay for Success program. CEHC has teamed with the Rhode Island Office of Health 
and Human Services and other RI organizations to coordinate this program, to be called, Bridging the 
Gap, which will enroll primarily Spanish-speaking, low-income residents of Providence in continuity of 
care at the clinic and, in addition, nutrition education and lifestyle change programs. These patients will 
be followed as they transition to insured care, and the resulting reduction in the insured cost of care and 
health benefits (to the patients) will be measured and tracked. To prove that CEHC can successfully 
improve the health of our patients a feasibility assessment was performed (N=41) to show the improved 
results of chronic care management and access to healthcare. Based on a comprehensive chart review, 
this cohort of patients improved their health measures from baseline to endpoint (average follow up 0.5-5 
years). The lowest level of improvement was a 37.5% decrease in total cholesterol in the hyperlipidemia 
patients. The highest level of improvement was an 88.9% improvement in HA1c <9%. In terms of Quality 
Adjusted Life Years an average of 4.55 QALY were saved, per patient over the period of 0.5-5 years; the 
estimated value of the QALY savings was $215,472 per year for this cohort of 41 patients. This pilot study 
demonstrates that access to continuity of care, nutrition education and lifestyle change programs for 
the pre-insured improves the health of the patients and is likely to translate into cost savings, once 
patients transfer to insured healthcare programs.  
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Introduction  
 
Even after the 2010 Patient Protection and Affordable Care Act (ACA) improved access to 
healthcare for millions of Americans, millions more remain uninsured and unable to access healthcare. 
Barriers to accessing health care contribute to poor health outcomes. Since these barriers 
disproportionately affect US residents who are recent immigrants, non-English speaking, and/or low 
income, contributing to sizable differences in survival and wellbeing, the linkage between income, 
ethnicity and race-related lack of healthcare access and poor health outcomes is now known as “health 
disparity”.  
To be clear, there are two types of barriers to insurance under the ACA.  One type of barrier is 
financial: Individuals that make too much money to qualify for Medicaid but not enough to qualify for 
marketplace premium tax credits are uninsured due to the ACA “Coverage Gap”. A second barrier to 
insurance is legal status: Undocumented immigrants are not eligible for Medicaid and are barred from 
purchasing coverage, and  only those legally present residents who have passed a five-year waiting 
period after receiving qualified immigration status can qualify for Medicaid.1  
There are 3.1 million individuals in the 'coverage gap’ and 4.9 million individuals in the ‘citizenship 
gap.’ Nearly a quarter (23%) of lawfully present immigrants and four in ten (40%) undocumented 
immigrants are uninsured compared to one in ten (10%) citizens (see figure). 2  
The population that remains 
in the gaps overlap with the 
populations affected by health 
disparities. Populations affected by 
health disparities are low-income, 
non-English speaking, and recent 
immigrants. Lack of access to health 
care has a significant and prolonged 
negative impact on low income 
persons, individually and in terms of 
their community. Studies repeatedly 
demonstrate that the uninsured are 
less likely than those with insurance 
to receive preventive care and services for major health conditions and chronic diseases.3 Over a quarter 
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of uninsured adults in 2014 (27%) went without needed medical care due to cost.3 Uninsured individuals 
have an increased chance of being hospitalized for preventable conditions than individuals with 
insurance.4 Uninsured individuals are more likely than insured individuals to delay or defer care of chronic 
conditions.5 Uninsured individuals are less likely to have a primary care provider than insured individuals.4 
Treatment delays negatively impact outcomes for chronic conditions such as diabetes, hypertension, 
obesity, and cardiovascular disease. The long-term impact of failing to treat these illnesses include stroke, 
heart attacks, kidney failure, dialysis and long-term disabilities such as blindness, amputations, and death.   
Communities are also affected by the long-term impact of uninsurance. Uninsured individuals are 
burdened by healthcare related debt and have less money to spend on their homes, businesses and 
educational expenses.6 Deferred care prior to enrollment leads to higher healthcare costs (a topic that is 
explored in more detail below) and higher costs post insurance. The cost of deferred care due to 
untreated chronic disease is under investigation, however, we hypothesize that pre-insured care could 
reduce the long-term post-insurance cost of treatment for chronic diseases.  
Safety net clinics provide healthcare for US residents who are uninsured due to the ‘coverage’ 
and ‘citizenship’ gaps. There are more than 1000 free clinics operating in 49 states and the District of 
Columbia. In 2010, these clinics provided care for 1.8 million individuals. The mean operating budget was 
$287,810. Overall, 58.7% received no government revenue. Clinics were open a mean of 18 hours per 
week and generally provided chronic disease management (73.2%), physical examinations (81.4%), 
urgent/acute care (62.3%), and medications (86.5%).7 According to the KFF, in the post ACA era, safety-
net providers will remain a major source of care for immigrants. Safety-net providers like Clínica 
Esperanza/Hope Clinic in Providence are seen as a trusted source for care, and are able to offer 
culturally and linguistically appropriate services that meet the needs of diverse populations. Under the 
ACA, these providers will likely remain a primary source of care citizens and non-citizens who remain 
uninsured after 2014.  
We hypothesize that healthcare provided by safety net providers may reduce the eventual cost of 
care once patients transition to insurance. We argue that one means of providing sustaining support for 
safety net clinics is to compensate the clinics on a per-capita basis for each healthy client delivered to 
insured care. One means of structuring such transactions is to develop a Social Equity Bond program that 
pays safety net clinics for performance (in this case- delivery of healthy patients). This paper will discuss 
the rationale for developing a structured social equity bond transaction for patients of Clínica 
Esperanza/Hope Clinic (CEHC) who transition to insured care. We will provide evidence that improving 
the health of low income, Hispanic and currently uninsured residents of RI and lower the cost of caring for 
these patients following their transition to health care. Based on the evidence provided here, we believe 
that a Social Equity Bond transaction deserves the support of Rhode Islanders, the Department of 
Treasury, the Rhode Island Legislature and the Office of Health and Human Services.  
 
Structuring a Social Equity Bond Transaction to Address the Health Equity Gap  
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 The Rockefeller Foundation 
describes the social equity bond model as a 
means to help state and local governments 
fund programs through a combination of 
government initiation, private investment, and 
non-profit implementation (see figure). The 
programs funded address significant issues 
in a population, whether it be at community or 
state level. The private investor works with 
the government and philanthropies to fund 
the social program and investors are repaid 
when the improved outcomes are met.8  
 In terms of health care, Social Equity 
Bonds are a means of providing sustainable support for safety net clinics to compensate the clinics on a 
per-capita basis for each healthy pre-insured client that is delivered to insured care under the ACA. 
Supporting the engagement of health-disparities population in the healthcare and prevention programs 
provided safety net providers is highly likely to reduce the eventual cost of care once uninsured patients 
transition to insurance.   
 CEHC is applying for the Nonprofit Finance Fund (NFF) Social Innovation Fund (SIF) Pay for 
Success (PFS) Transaction Structure grant that will allow us to develop a program at the clinic to bridge 
the health equity gap in our community and with our success can be used as a platform for other clinics 
throughout the state and country. NFF SIF PFS Transaction Structuring has been used on California, 
Utah, Colorado, Alabama, Illinois, Michigan, New York, and Massachusetts.9  
 The process for developing a PFS project involves 4 stages—stage 1: exploration; stage 2: 
feasibility assessment; stage 3: transaction structuring; and stage 4: project launch, service delivery, and 
evaluation. The NFF SIF PFS grant will provide CEHC with the funds to complete stage 3 of the project. 
This paper will describe CEHC completion of the first 2 stages and how stage 3 will be completed.9  
 
Stage 1: Exploration   
The size of the problem: US, Rhode Island, Providence 
 
1. Uninsured-United States 
 
According to Kaiser Family Foundation (KFF), in 2015, of 32.3 million nonelderly individuals who are 
citizens of the USA, 10% remain uninsured  (3.1 million) due to the coverage gap4,3 and 15% (4.9 million) 
are ineligible for subsidized insurance under the ACA due to immigration status.10 Persons of color are 
disproportionately affected: Non-Hispanic whites make up 62% of the overall US population and 45% of 
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the uninsured population.3 People of color make up less than 40% of the US population; however, they 
account for over half of the uninsured. Hispanics account for 19% of the total population but more than a 
third (34%) of the uninsured population and are 20.9% more likely to be uninsured than whites (9.1%).3 
Many factors contribute to this disproportion including poverty, language barriers,, state of residence, and 
immigration status.4 
 
2. Uninsured-RI 
 
In 2014 there were about 126,000 people in Rhode Island that were uninsured prior and by late 2015, the 
uninsured (citizen) population has been reported to be less than 55,000 people11. An estimated 1,037,156 
people live in RI, of which 138,808 are Hispanic/Latinos (13.4% of the RI population). The Hispanic 
population grew by 43.9% between 2000 and 2010 and continues to grow.12 
 
Lack of insurance disproportionately affects racial and ethnic minorities. According to the Department of 
Health 41.2% of Hispanic/Latinos who are less than 65 years of age report having no insurance, 33.3% 
had not seen a doctor in the past year, and 31.3% are not able to afford to see a doctor.13 According to 
Pew Hispanic Center unauthorized immigrants make up around 3.3% of RI’s population and the top three 
countries of birth are Guatemala, Dominican Republic, and Mexico.14 According to American Community 
Survey 1-year data estimates there are an estimated 67,618 non-citizens in RI and of that group, 25,915 
(38.3%) are currently estimated to be uninsured – an estimate that does include the undocumented.15  
 
3. Uninsured-Providence 
 
The ‘coverage gap’ and the ‘citizenship gap’ have had a significant impact on healthcare coverage in the 
urban neighborhoods of Providence. The recession had a negative impact on work-based insurance16 
and in 2010, 1 in 5 RI residents under 65 were uninsured, which was attributed to the loss of employer-
based coverage.17 The number of foreign-born residents in Rhode Island increased 5% or by more than 
40,000 in the last 20 years; this number does not include the undocumented immigrants. In 2014 13.2% 
of individuals living within the city of Providence were uninsured; non-citizens accounted for over 30,000 
individuals and 32.5% were uninsured.18  Street interviews provide a more granular estimate of 
uninsurance in the poorest neighborhoods of Providence: 90% of individuals interviewed in West and 
South Providence were uninsured in 201019 and 48% were uninsured in 2014.19  
 
The Individual Impact of Uninsurance 
 
1. Undiagnosed and Untreated: Chronic disease 
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KFF reports that uninsured individuals often have more complicated illnesses that require advanced 
treatment due to delay in care.3The uninsured are less likely to receive preventative care and screening 
services for major health care conditions and chronic diseases. Chronic diseases such as hypertension, 
diabetes, cardiovascular disease, and obesity are likely to go undiagnosed in the uninsured population as 
these conditions are usually diagnosed at routine health care visits, which are not readily accessible to 
the uninsured. Uninsured individuals that are diagnosed with a chronic condition are less likely to receive 
follow-up care resulting in a decline in their health.3 Delaying treatment for the aforementioned chronic 
disease not only results in advanced treatments if/when they are caught but also even more complicated 
sequelae conditions. For example, uncontrolled diabetic complications are diabetic ketoacidosis, diabetic 
comas, and blindness. Uninsured individuals are more likely to be hospitalized for preventable problems 
and when hospitalized will receive fewer diagnostic and therapeutic services resulting in higher mortality 
rates compared to the insured.4 
  
2. Fragmentation of Care and Emergency Department Use 
Fragmentation of care is associated with higher costs and lower quality of care.20 The uninsured are more 
likely than the insured to use the ED for non-urgent health care problems. ED visits are generally more 
expensive than primary care visits, these potentially preventable ED visits result in millions of additional 
costs to the state and country. In 2010 non-urgent ED visits accounted for roughly 7% of the 129 million 
annual ED visits in the U.S.. Furthermore, non-urgent health problems accounted for 9% of ED visits by 
the uninsured compared to 5.3% for the insured.21 In Rhode Island (RI) in 2014 46% of ER visits were 
potentially preventable for the privately insured, compared to 70% and 71% for people with Medicaid and 
Medicare respectively, accounting for $90 million in additional costs, not including ED use of the 
uninsured.22 Approximately one in seven ED visitors was uninsured and of that two in five visits not 
resulting in inpatient stay were non-urgent (19.8%, treatable by a PCP (18.8%), or avoidable if the patient 
had access to primary health care (5.4%). 23,24 
 
The Community impact of Uninsurance 
1. Cost at the community level.  
Health insurance affects 
access to health care as well as a 
persons financial well-being. More 
than half of uninsured adults do not 
have a reliable health care source to 
go to when sick, which causes them 
to worry about the cost of medical 
bills and ultimately delay or forgo 
getting care (See figure).25 Medical 
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bill are a significant burden to the uninsured as they threaten their physical an financial well-being. 
About half of the uninsured say they have trouble paying medical bills, while only 1 in 4 insured 
individuals say the same.6 Furthermore, uninsured individuals are 3 times as likely to be unable to 
pay for basic necessities due to medical bills.6 In RI the uninsured spend less per year for care 
than the insured, but half significantly larger out of pocket spending $140 million.26 Uninsured 
Rhode Islanders pay $688 per person out of pocket, which is 30% of their cost of care, while 
insured Rhode Islanders pay $907 per person, which is only 17% of their cost of care.26  
In 2009 a study showed that 62.1% of all US bankruptcies were related to a medical 
cause and out of pocket spending for medically bankrupt families averaged $17, 943, and was 
even higher ($26, 971) for uninsured patients.27  
Kaiser Family Foundation and the New York Times performed a medical bills survey and 
found that 26% of US adults report they or a household member have problems or cannot pay 
medical bills in the last 12 months.6 Of these people, 66% reported the bills incurred were from a 
one time, short-term medical expense like a hospital stay, and 33% reported bills for treatment of 
chronic conditions that have accrued over time. The bills that made up the largest sum of what 
the individuals owed were ER visits (21%) and hospitalization (20%) and the uninsured 
individuals were more likely to say ER bills were the largest source of bill problems. In attempts to 
pay these bills 7 in 10 reported cutting back on household purchases, reduced spending on food, 
clothing, and other basic household items, while 60% reported spending most of their savings to 
pay the bills. The uninsured are more likely to report making lifestyle changes to pay medical bills.  
   
2. Cost at the State level.  
People of color in RI have higher poverty rates, higher unemployment rates, lower 
median household incomes, and Hispanic/Latino adults are the most likely to be uninsured.28 In 
addition to the ample amount of out of pocket spending uninsured Rhode Islanders incur 
approximately $170 million for care financed through public and private funds and programs.29 
The federal government will pay an estimated $100.6 million including direct and indirect 
payments for uncompensated care. Private sources make up the next largest source of payments 
at an estimated $60 million. RI requires hospitals to provide charity care to uninsured individuals 
below 200% federal poverty line, and discounted amounts to those between 200-300% poverty. 
Hospitals provide 65% of the uncompensated care in RI that is associated with the uninsured.  
Providing health coverage to uninsured would increase their medical expenses as they 
would be able to tend to undiagnosed/untreated conditions but would be less likely to delay future 
health care visits and the care would be much more affordable. Out of pocket spending would fall 
to levels of insured individuals. If all Rhode Islanders were provided coverage there would be a 
23% increase in health care spending, but at least 81% of the cost of care is already incorporated 
into the health care system in the form of out of pocket spending and uncompensated care.  
9 
 
 
Minority Barriers to Health Care and the Solution 
 
The Hispanic/Latino population is four times more likely to live in poverty than their white 
counterparts and are more likely to be unemployed.28 The majority of immigrants have jobs but their 
employers typically pay them low wages and provide limited access to employer sponsored insurance. 
Due to the restriction non-citizens face to be eligible for Medicaid, these individuals are three times as 
likely to be uninsured compared to U.S. born citizens. Providing aspiring citizens access to affordable 
health care as part of immigration reform would allow immigrants to to more fully integrate into their 
communities by facilitating their ability to obtain needed care, providing financial stability, and supporting 
their ability to work and focus on caring for their families.30  
 
Safety net Solution to Uninsurance in Providence 
We hypothesize that improving screening and access to care for the uninsured will reduce the 
risks of negative outcomes for these patients and reduce health care expenditure for their future insurer. 
CEHC is a free clinic in the underserved area of Providence, RI serving the predominantly 
Hispanic/Latino uninsured low-income individuals in Olneyville. CEHC mission is to reduce the barriers to 
accessing healthcare in our community by providing free walk-in-non-urgent care through the CHEER 
clinic, primary care clinic, and several healthy lifestyle programs including Vida Sana which aims to 
address and reduce the health disparities in our community.  
 
Stage 2: Feasibility Assessment  
The goal of stage 2 is to determine a stakeholder consensus on how to proceed to structure the 
PFS program. During this stage the target population will be identified, evidence-based interventions 
performed and evaluated, costs and potential savings estimated, and identify funding sources (NFF in this 
case). CEHC performed a pilot study of 41 patients that have transitioned to care to evaluate the 
feasibility of the proposed program and the potential savings in terms of QALY and ROI.  
 
Stage 3: Transaction Structuring  
The goal of stage 3 is to contract and finance structure according to mandates and priorities of 
key stakeholders. This stage involves stakeholder engagement to design and execute the plan and 
timeline for program delivery and evaluation, key transaction terms, contracts and financing agreements, 
and financing structure and capital raise. The Social Equity Bond program will pay safety net clinics for 
performance (in this case- delivery of healthy patients). Our means of providing sustaining support for 
safety net clinics is to compensate the clinics on a per-capita basis for each healthy client delivered to 
insured care. To do this CEHC is implementing a new Pay for Success program called Bridging the Gap 
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(BTG) that will improve the health of low-income, Hispanic, uninsured Rhode Island residents resulting in 
a reduction in the cost of care for these patients upon transition to insurance.  
CEHC will act as the Service Provider, integrating an existing evidence-based lifestyle change 
program “Vida Sana,” a Diabetes Prevention Project-style (DPP) style program designed and validated 
for low-health literacy, low English proficiency populations, with free primary care for the target population.  
Office of Health and Human Services (OHHS), the Back-End Payor, will track these individuals as they 
transition to Medicaid or other sources of health insurance in RI. Faculty in the Brown Alpert Medical 
School, the Evaluator, will design and define the evaluation metrics and performance measures. Local 
Initiatives Support Corporation (LISC) highly experienced team will provide project management expertise 
in the role of Transaction Coordinator.  
These partners will structure the SIB transaction over the course of 12 months. During this period, 
CEHC will engage in outreach within its existing catchment area, enrolling primarily Spanish-speaking, 
low-income residents who are one to five years from transition to insured care to participate in the 
program. Those individuals who are uninsured (and residents of RI) and who have metabolic syndrome 
(defined as having hypertension, pre-diabetes, diabetes, high blood lipids and being overweight) and who 
agree to participate will be recruited to participate in the BTG cohort. The BTG program targets uninsured 
individuals that are not legal residents in the U.S. for at least 5 years and are excluded from access to 
health insurance. BTG patients will agree to participate in the following: (1) Patients will enroll in one of 
our lifestyle change programs “Vida Sana,” or “DPP” once per year. (2) Patients will have quarterly visits 
to obtain performance measures tailored to their chronic condition. (3) Patients will have quarterly lifestyle 
management “one-on-one sessions” with our Navegantes. (4) Patients will allow us to track their progress 
through the electronic medical record and provide their information to their future insurer (Medicaid). The 
estimated benefit to the RI-funded Medicaid program in terms of cost-savings is will be tracked and 
estimated (by Brown Medical School).  
 
Methods 
Feasibility Assessment 
CEHC performed a retrospective chart review to gather data and statistics on the care we provide. Since 
the clinics opening there have been 2,500 unique patients seen and more than 250 patients have 
transitioned to Medicaid. 41 of the 250 patients had greater than 5 quarterly visits, giving us sufficient 
data to measure improvements. The chronic diagnoses of interest were diabetes, hypertension, 
hyperlipidemia a risk factor for cardiovascular disease, and obesity, which all link to metabolic syndrome. 
Performance measures were then chosen for each condition and were: Diabetes: hemoglobin A1c <8% 
or <9%, Blood pressure <140/90, LDL <100, total cholesterol <200, and aspirin use in age-based risk 
factor group; Hypertension: Systolic <140, Diastolic <90, combined blood pressure, and aspirin use.; 
Cardiovascular disease (Hyperlipidemia): LDL <100, Total cholesterol <200, nutrition and exercise 
counseling, and statin use for applicable patients; Obesity: BMI <30 and nutrition and exercise counseling. 
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These measures were based mainly on CMS and ACO performance measures.3132 Prior to data analysis 
the patients were de-identified by assigning each patient a patient ID code in a password protected 
spreadsheet with no patient identifiers in the spreadsheet. All data was inaccessible to non-program 
personnel. These measures were retrospectively evaluated for each yearly quarter by obtaining the data 
from the patient’s electronic medical record. The data was entered into an excel spreadsheet using the 
patient ID codes and the baseline and endpoint values were analyzed for each performance measure. 
The baseline and endpoint percentages are the percent of patients meeting the performance measure 
values as baseline measures and the endpoint percentage shows the number of patients that had 
endpoints meeting the performance measure values. The percentages were calculated by dividing the 
baseline patients by the total number of patients with the condition, similarly the endpoint percent was 
calculated by dividing the number of patients with endpoint values meeting the performance measure by 
the total amount of patients with the chronic condition.   
   
QALY  
Using the method a previous study at the clinic followed quality adjusted life years (QALY) saved and 
return on investment (ROI) were calculated for the services provided to the patient population.33 A 
Clinically Preventable Burden (CPB) score (range: 1-5) was assigned to each service provided to patients. 
Each CPB score is linked with an estimated range of QALY saved based on how effective the services 
provided are at averting future health concerns. Higher CPB scores are associated with more cost-
effective services.34 After each service was assigned a CPB score the number of patients treated for each 
service was totaled. The lower, middle, and upper bounds of the QALY saved for the respective score 
was multiplied by the number of service provided to calculate a “conservative,” “average,” and “liberal” 
estimate of total QALY saved for each CPB score.   
 
Return On Investment  
 The method for calculating ROI used the Centers for Disease Control (CDC) developed a chronic 
disease cost calculator that estimates the cost to insurance companies in each state. Using the chronic 
disease cost calculator, the annual cost per person to Medicaid for cardiovascular disease—coronary 
heart disease—, hypertension, and diabetes was calculated. The calculator did not provide the annual 
cost per person to Medicaid for obesity so this was not included. Using the annual cost per person to 
Medicaid and the number of patients with the chronic diseases of interest the ROI was calculated. To 
calculate this the number of patients treated at the clinic for each of these chronic conditions was 
multiplied by the annual cost to Medicaid and then the sum of costs was calculated. The QALY saved, 
excluding obesity, was also added to the costs saved. The annual operating cost for n=41 was calculated 
and then subtracted from the costs saved including and excluding the QALY. Both ROIs were then 
divided by the operating cost to estimate the ROI per dollar invested, including and excluding QALY.  
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Results 
 
Demographics 
 
The patient age demographics ranged from under 30 years old up to 70. Of the 41 patients 7% were 30 
and under, 10% were 31-40, 15% were 41-50, 49% were 51-60, and 19% were 61-70 years old. The 
majority of the patients were Hispanic/Latino, 83%; there were 10% African American, 5% Caucasian, 
and 2% Haitian. Of the chronic diseases of interest 11 patients had diabetes, 26 had hypertension, 17 
had hyperlipidemia, 21 were obese; over half of these patients had concomitant chronic conditions. 
 
 
   
Fig. 1 Demographic information for pilot study (n=41): A Age distribution for B Race/Ethnicity distribution  
 
 
Fig. 2 Distribution of chronic disease states of 41 pilot patients 
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Tables 1-4 show the results of the performance measures for the 41 patients. There was a 
reduction in all of the performance measures for the diabetes group. For Hemoglobin A1c there were 9 
patients of the 11 diabetics that we had these measures for. There were 4 out of 9 (44.4%) patients at the 
baseline for A1c <8% and 5 out of 9 (55.5%) for A1c <9%. The endpoints were 6 out 9 (66.6%) for A1c 
<8% and 8 out of 9 (88.9%) for A1c <9%. For systolic and diastolic blood pressure there were a total of 
11 patients that we had measures for. There were 6/11 (54.6%) patients that started with a baseline 
systolic <140 and 5/11 (45.5%) patients that started with a baseline diastolic <90, the endpoint for systolic 
were 8/11 (72.7%) and for diastolic were 9/11 (81.8%). The combined blood pressure baseline and 
endpoints were 5/11 (45.5%) and 8/11 (72.7%) respectively. There were 9 patients for LDL measures that 
did not change, the baseline and endpoint were 4/9 (44.4%) patients with LDL <100. There was a 30% 
increase in patients with total cholesterol <200. There was baseline data for 9 patients, 3/9 (33.3%) has a 
baseline <200 and 6/9 (66.6%) ended with <200. Aspirin use was measured in male patients older than 
50 and female patients older than 60 as certain patients cannot tolerate aspirin. Of the 8 patients that met 
the age cut off 5 were on aspirin (62.5%). There was great improvement for the diabetic performance 
measures as we saw a 20-40% increase in patients meeting the goals for each performance measure 
excluding LDL.  
For the hypertension performance measures we collected data on each of the 26 hypertensive 
patients. Baseline for systolic <140 was 10/26 (38.5%) patients, diastolic <90 was 15/26 (57.7%) patients, 
and combined blood pressure 9/26 (34.6%). The endpoints were 18/26 (69.2%), 20/26 (76.9%), and 
15/26 (57.7%), respectively. Of the 12 patients that met the age limit for aspirin 6 were taking it (50%). 
Similar to the diabetes performance measure goals we were able to improve around 20-40% patient’s 
performance measure goals.  
Of the 17 patients with hyperlipidemia we had performance measure data for 16 of them. 
Baseline and endpoint performance measures for LDL <100 were 2/16(12.5%) patients at baseline and 
3/16 (18.8%) at endpoint. For total cholesterol <200 there was a slightly higher improvement with a 
baseline of 3/16 (18.8%) improving to an endpoint of 6/16 (37.5%). Of the 17 we provided 16 (94.1%) 
patients nutrition and exercise counseling and 9 (52.9%) patients were on statins. Due of the many side 
effects associated with statins, CEHC routinely recommends dietary changes and engages patients in 
nutrition counseling rather than starting on statins right away. We believe that lifestyle change will impact 
all chronic diseases, not just hyperlipidemia.  
 The BMI performance measure for obesity was a difficult one to improve based on baseline and 
endpoint observations because many of our patients fluctuated weight during their time at the clinic as 
they were learning how to live healthier lives. There was no change from the baseline of 11/21 (52.4%) to 
the endpoint. Despite the lack of improvement in BMI in this category we were able to provide nutrition 
and exercise counseling to 20/21 (95.2%) patients.   
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Table 1.  Diabetes data for the 11 diabetic patients in the 41 patient sample.  
Measure N Baseline (%) Endpoint (%) 
A1c <8% 9 4 (44.4%) 6 (66.6%) 
A1c <9% 9 5 (55.5%) 8 (88.9%) 
Systolic <140 11 6 (54.6%) 8 (72.7%) 
Diastolic <90 11 5 (45.5%) 9 (81.8%) 
Combined BP 11 5 (45.5%) 8 (72.7%) 
LDL <100 9 4 (44.4%) 4 (44.4%) 
T. Chol. <200 9 3 (33.3%) 6 (66.6%) 
 
Table 2. Hypertension data for the 26 hypertensive patients in the 41 patient sample.  
Measures N Baseline (%) Endpoint (%) 
Systolic <140 26 10 (38.5%) 18 (69.2%) 
Diastolic <90 26 15 (57.7%) 20 (76.9%) 
Combined BP 26 9 (34.6%) 15 (57.7%) 
 
Table 3. Hyperlipidemia data for the 17 patients at risk for cardiovascular disease in the 41 patient 
sample.  
Measures N  Baseline (%) Endpoint (%) 
LDL <100 16 2 (12.5%) 3 (18.8%) 
T. Chol <200 16 3 (18.8%) 6 (37.5%) 
 
Table 4. Obesity data for the 21 obese patients in the 41 patient sample.  
Measure N Baseline (%) Endpoint (%) 
BMI <30 21 11 (52.4%) 11 (52.4%) 
 
 
Value of Care Provided  
 
Table 5 outlines the treatments provided to the patients, the CPB score associated to each service, the 
QALY saved, and the associated QALY worth. With a CPB of 5, hypertension treatment saved 2.34 
QALY and approximately $110, 890 in future health care costs. Also with a CPB of 5 cholesterol 
treatment saved 1.53 QALY and approximately $72,505 in future health care costs. The third most cost 
saving treatment was for obesity with a CPB score of 3, this saved 0.59 QALY and $27,989 in future 
health care costs. Diabetes and diet counseling both had a CPB score of 1, saved 0.02 and 0.07 QALY, 
and $977 and $3,110 in future health care costs respectively. In total the care provided to these 41 
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patients saved an average of 4.55 QALY (conservative-liberal range: 4.08-5). This resulted in a total 
savings of $215,472 (conservative-liberal range: $101,090-349,790) in future health care spending.   
 
Service  Number Provided Average QALY Saved 
(years)a 
Average QALY 
Saved ($)  
CPB Value: 5 Hypertension 
treatment  
      26 2.34 $110,890 
CPB Value: 5 Cholesterol 
treatment  
      17 1.53 $72,505 
CPB Value: 3 Obesity 
treatment 
       21 0.59 $27,989 
CPB Value: 1 Diabetes 
treatment  
       11 0.02 $977 
CPB Value: 1 Diet Counseling         35 0.07 $3,110 
Totals    
Conservative estimateb         ---  4.08 $101,090 
Liberal estimatec         --- 5.00 $349,790 
Average estimated         --- 4.55 $215,472 
Table 5. Services provided, QALY saved, and value of QALY saved. a Based on a cohort of 4 million; b 
Assuming 1 QALY = $24,777; c Assuming 1 QALY = $70,000; d Assuming 1 QALY = $47, 389 (Average 
of conservative and liberal estimates)  
 
Return on Investment 
The potential cost to Medicaid for n=41 patients with coronary heart disease, hypertension, and diabetes 
totaled $119,910 without QALY and $307,393 with QALY. The annual operating cost for n=41 patients at 
CEHC was $5,904 and the net ROI when the cost of care is removed for n=41 was $301,489 and 
$114,006 with and without QALY, respectively. The ROI per $1 invested into the clinic was $51.07 and 
$19.31 with and without QALY, respectively. The results from the ROI show that there is a cost savings 
and substantial ROI when pre-insured health care is provided to patients that will transition to Medicaid.  
 
Medicaid Expenses Per Person in RI  
    Per Patient 
Per Year 
CVD     
  CHF $5,960 
  CHD $1,870 
  HTN $1,790 
  Stroke $11,450 
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  Other Heart 
Disease 
$6,400 
  Total CVD $27,470 
Diabetes   $3,780 
HTN   $1,790 
Table 8. Annual Medicaid expenses per person in RI from the CDC’s chronic disease cost calculator. 
Return on Investment  
Annual Clinic Cost Per Patient for 
n=41 
$5,904 
Medicaid Costs Avoided (exlcuding 
QALY) 
$119,910 
CVD(Cornary Heart Disease) $31,790 
HTN $46,540 
Diabetes $41,580 
Average QALY $187,483 
Medicaid Costs Avoided (including 
QALY) 
$307,393 
Net ROI (Remove cost of care)   
Including QALY $301,489 
Excluding QALY $114,006 
ROI ($ per $1 invested)   
Including QALY  $51.07  
Excluding QALY  $19.31  
Table 9. Summary of Return on Investment to Medicaid for chronic care patients with cardiovascular 
disease, hypertension, and diabetes with and without including the value potential life years saved.   
 
Discussion.  
 Healthcare provided by safety net providers may reduce the eventual cost of care once patients 
transition to insurance. Pre-insured care could reduce the long-term post-insurance cost of treatment for 
chronic disease. The ‘coverage gap’ and ‘citizenship gap’ leaves 3.1 million and 4.9 million Americans 
without insurance, respectively.  Uninsured patients are often unable to access health care for chronic 
health conditions which results in delays in diagnosis and treatment of chronic diseases such as diabetes, 
hypertension, obesity, and cardiovascular disease. The majority of the patients that are seen at CEHC 
are from the Hispanic/Latino community and lack insurance. The goal of this investigation was to evaluate 
the current uninsured issues at the national, state, and community level and to analyze the data on the 41 
patient sample from CEHC to determine the value of care provided in terms metabolic syndrome 
performance measures, QALY, and ROI. Our data showed improvement from baseline to endpoint results 
for each measure. The lowest level of improvement was a 37.5% increase for total cholesterol in the 
hyperlipidemia patients. The most improved measure was HA1c <9% with an 88.9% improvement. This 
shows that the clinic provides valuable care to our patients.  
 To put the value of care we provide into measurable amounts we calculated the QALY and ROI. 
The QALY showed that hypertension, cholesterol, and obesity treatment were the top 3 cost-saving 
interventions. These 3 interventions combined, on average, saved an estimated 1.48 QALY and 
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$70,460.67 in future health care related costs. We averaged a 4.55 QALY saved in years and savings of 
$215,472. Despite our small sample size of 41 patients the amount saved is still significant and as the 
Bridging the Gap program continues to enroll and care for patients we will be saving even more in future 
health care costs.  
 The ROI that was calculated using the CDC chronic disease cost calculator estimated substantial 
savings to Medicaid. If CEHC did not provide care for these patients it would cost Medicaid $119,910, 
based on the annual costs calculated with the CDC chronic disease cost calculator. When n=41 patients 
transferred to Medicaid they had control over their chronic conditions, therefore it would not cost Medicaid 
as much money to care for these patients than those that do not come from our clinic. The most savings 
estimated from this calculation was when QALY was included at $301,489 and when not included 
$114,006. The ROI for every dollar invested was $51.07 with QALY and $19.31 without. These estimates 
show that the care CEHC provides to patients that would have been cared for by Medicaid is cost saving.   
 Lack of insurance negatively impacts an individual’s health but also impacts their overall quality of 
life. The debt that can accrue from medical bills is linear with a chronic condition. Twenty-six percent of 
Americans reported that they had trouble paying medical bills in the past 12 months and 7/10 people 
reported cutting back on basic household items, including food. Thus, the low-income and immigrant 
populations face more than just access to health care. By providing free care to the neighborhoods of 
Providence, CEHC is helping to eliminate unnecessary medical debts that our patients would otherwise 
face. Furthermore, treating chronic conditions, preventing future illnesses, and providing preventative 
services has the added effect of reducing local barriers to employment and education to a community with 
low economic resources may have a positive impact on the local economy.  
 This pilot (feasibility) study demonstrates the impact CEHC has on an individual, community, and 
state (insurance) level. We know that CEHC is capable of providing culturally-appropriate linguistically-
attuned care that teaches our patients to be actively engaged in their health. Completing stage 3 of the 
NFF SIF PFS grant will allow CEHC to engage more patients and create a larger impact which will be 
measured in cost savings to future insurers.  
 
Limitations and Difficulties  
Some of our diagnoses were not always tracked with ICD-9 codes, which made it challenging to 
choose the right symptoms/risk factors. For example, in the 41 patients there were none that were 
diagnosed with cardiovascular disease but they had hyperlipidemia, which is a risk factor. There was 
limited data on some measures for patients due to inconsistent charting. Furthermore, having a small 
sample size limited our results but reflects the preventative care provided at the clinic. Moving forward 
with the implementation of the project at the clinic we will have a larger sample size with more consistent 
data as we are enrolling and tracking patients as they come in to see us. We will also be able to calculate 
the savings to the insurers as we will have access to the patient’s files after they transfer.  
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Conclusion 
There millions of individuals that remain in the ‘citizenship’ and ‘coverage’ gaps at national, state, and 
local levels. The Bridging the Gap program that CEHC plans to implement will not only be cost saving to 
future insurers but will provide thousands of Rhode Islanders with culturally and linguistically appropriate 
care. Furthermore, the success of the Bridging the Gap program at CEHC will serve as a platform for this 
intervention to be implemented state- and nation wide.  
Appendices  
Success Stories  
In October of 2011 a 47-year-old undocumented Hispanic male walked into the CHEER clinic 
requesting health care. Upon his first visit to CEHC we found that he suffered from hypertension, 
hyperlipidemia, and obesity and was not on any medications for these conditions. He was originally from 
Guatemala, where he completed some elementary education but did not complete high school. As an 
uneducated gardener, living in Providence, trying to support his wife and 2 children, it was difficult for him 
to understand his health conditions and what he needed to do to treat them. We started him on 
medications to treat his conditions and discussed with him healthier lifestyle changes such as taking his 
daughter for a walk each day. Our treatment seemed to be helping him but unfortunately in December of 
2011 he was laid off from his job and had been having difficulty sleeping due to nocturia. When we 
received his lab results we diagnosed him with Type II diabetes and immediately began him on Metformin 
to control it. In March of 2012 he was working again as a construction worker and was doing better 
managing his conditions. CEHC was determined to keep him on track to a healthy lifestyle so we enrolled 
him in our Vida Sana program, which he completed twice! At the start of the first Vida Sana he weighed 
226lbs, had an A1c of 6.2, and a BMI of 41. By the end of both programs he lost a total of 17lbs, reduced 
his A1c to 5.6, lowered his BMI to 34, and ultimately improved his diabetic status. In 2014 he was able to 
obtain a work permit through which he transitioned to health insurance. He left the clinic in much better 
shape than when he first began; it is clear that the care our clinic provides significantly improves the 
quality of life of our patients.  
Case Studies: 
Provide 3 case studies based on real cases, covering the—PFS most prevalent diagnoses—
hypertension, hyperlipidemia, and Diabetes. This part of the project will be following three de-identified 
patients from their first visit to the clinic until their diagnosis and treatment.  
 
1. Hypertension Case Study 
On August 20, 2015 a 56-year-old man came to CHEER clinic to get help for his back pain. During 
the in-take process we learned he is from Santo Domingo, the capital of the Dominican Republic, where 
he made a living as a taxi driver supporting himself. He has 2 daughters and a wife that have been living 
in the United States for 9 years. His daughters are residents and were able to get him his papers to come 
and live here with them and his wife. He had been going to a clinic back home every month and then 
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every three months, which made us suspect a possible tuberculosis infection, but he had a PPD which 
came back negative. He has not seen a primary care physician in 6 years, is unemployed, and recently 
stopped taking his medication for hypertension due to his back pain. When he came into CHEER his 
blood pressure was 183/95 which correlates with not taking his medications since he has hypertension. 
The need for compliance with his medication and risk of complications uncontrolled hypertension poses 
was discussed with him by the Dr. De Groot and she continued him on his blood pressure medications, 
Amlodipine Besylate, Losartan Potassium, and Furosemide. To screen him for other chronic conditions 
she ordered the following lab tests: Basic Metabolic Panel (BMP), Lipid Panel, Hemoglobin A1c, and 
Complete Blood Count (CBC) and advised for a follow up visit to check his blood pressure. He was also 
advised to obtain free-care offered by Rhode Island Hospital.  
 On August 24, 2015 he came back for a follow-up visit and his blood pressure went down 
to 140/90. A few weeks later he came in for another follow-up and his blood pressure had increased to 
170/110 following further non compliance with his medications stating they were causing him to have 
dizziness and other pain. He also disclosed that he adds salt to his food and does not exercise. Dr. De 
Groot stopped his 3-medication regime and prescribed him Atenolol and aspirin to take once a day, again 
discussing the important of medication adherence. She also gave him a blood pressure cuff to allow him 
to monitor his blood pressure at his home and explained he could keep the cuff as long as he brought his 
results to us at his 3 month follow up visit.  
 He came back in November 2015 for his 3 month follow up and appeared to be compliant 
with taking his medication and with eating a low sodium diet. His home blood pressure readings ranged 
from 130-145 / 80-90, and heart rate 62-78, prior to taking his morning medications. We still saw some 
high readings so we increased his Atenolol to 2 times per day, which helps in case he forgets to take it 
once in a while. He agreed to get a flu vaccine and to go for a colonoscopy. We also set up a one on one 
appointment for him to speak with a Navegante about low sodium diet, medication adherence, and 
exercise. Unfortunately, he never went to have his lab tests completed but he is still a patient with us and 
we will continue to work at this. We were able to get his hypertension under control and teach him how to 
manage it.  
 
2. Hyperlipidemia Case Study 109 
At an out-reach program at a local church we recommended a 53-year-old Hispanic women to come to 
CEHC for a check-up. She came to the clinic in December of 2011 and was undocumented and 
unemployed living with her boyfriend at that time. She has 2 older children that do not live with her. 
Originally she is from Bolivia where she received some education but did not make it through high school. 
Her initial measures were: weight 164lbs, 133 for finger-stick glucose, BMI was 30.98, and blood pressure 
was 140/90, and 5.8 for HA1c. Based on these measures we made an initial diagnosis of mixed 
hyperlipidemia, obesity, and hypertension. We sent her to RI Hospital for lab testing to check her lipids.  
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Lab Results:  
LDL: 166mg/dl     HDL: 36mg/dl 
Cholesterol: 233mg/dl    Triglycerides: 153mg/dl  
Her lipids were abnormal and high risk. The lab results were discussed with her by a Navegante during a 
nutrition consult we set up. We suggested she enroll in our Vida Sana health lifestyle program to help 
educate her on better food choices and how to manage her abnormal cholesterol. She was very 
interested in participating in the Vida Sana program to improve her health and eating habits because she 
had been recently laid off and said she was compensating working with eating. She began the Vida Sana 
program in August of 2012. She had lab work done again to check her lipids. The results were:  
LDL: 153mg/dl     HDL: 41mg/dl 
Cholesterol: 224mg/dl   Triglycerides: 152mg/dl 
Her results were still high but showed a small improvement from her previous labs. She did not complete 
the first Vida Sana program due to scheduling issues. But in August of 2013 she found employment at a 
jewelry shop and joined the Vida Sana program again, this time completing it. Her final labs showed 
improved results. 
LDL: 141mg/dl    HDL: 32mg/dl 
Cholesterol: 208mg/dl   Triglycerides: 152mg/dl 
Throughout her time at the clinic her lab results showed a decreasing trend, for example she improved 
her LDL and cholesterol results from 166 to 141 and 233 to 208, respectively. Our Vida Sana program 
improved her understanding of nutrition and taught her ways to live a better, healthier                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          
life. In January of 2015 she left the clinic with insurance and had the ability to control her condition.   
 
3. Diabetes Case Study 16 
In February 2011 a 57-year-old male from Guatemala came to the clinic. He works polishing jewelry. At 
his first visit to CEHC his initial measures were weight 154lbs, 313 for finger-stick glucose, BMI was 25.62, 
and blood pressure was 115/80. Based on these measures we initially diagnosed him with with diabetes, 
hypertension, hyperlipidemia, and obesity. He was not taking any medications when he came to the clinic.  
Lab Results: 
LDL: 162 mg/dl     HDL: 37 mg/dl 
Cholesterol: 231 mg/dl     Triglycerides: 160 mg/dl  
HA1c: 12.5  
Based on the lab results we prescribed him Lisinopril 20mg once a day, Metformin 500mg twice a day, 
Pravastatin 20mg once per day, and Isoniazid 300mg once a day. We scheduled a follow up visit with him 
in June and he had showed improvement. He was adhering to his medication and trying to eat healthier, 
but was not exercising. His weight, BMI, and blood pressure were slightly increased, 162lbs, 26.96, and 
120/80 respectively.  
Lab Results: 
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LDL: 94.6mg/dl     HDL: 36mg/dl 
Cholesterol: 158mg/dl     Triglycerides: 137mg/dl 
HA1c: 6.6     
We again scheduled a follow up visit for him in 4-6 months with additional lab work to see how he was 
doing. We saw him again in April 2012 and he had been controlling his diabetes and hypertension but 
had gained a little more weight. He now weighed 169lbs, his BMI was 28.12, and his blood pressure was 
136/74.  
Lab Results: 
LDL: 108mg/dl     HDL: 40mg/dl 
Cholesterol: 178mg/dl    Triglycerides: 148mg/dl 
HA1c: 7.5   
His results showed improvement and we scheduled another follow up appointment. We saw him 
again in February 2013 and again in April where we were able to enroll him in our Vida Sana program, 
which he successfully completed. He started Vida Sana weighing 167lbs, BMI 27.79, finger stick glucose 
130, Cholesterol 205, and blood pressure 122/78. Upon completion of the program he lost 8lbs, weighed 
159lbs, had a BMI of 26.46, his finger stick glucose was 101, cholesterol was 199, and blood pressure 
110/80.  
Lab Results: 
LDL: 116mg/dl     HDL: 35mg/dl 
Cholesterol: 176mg/dl    Triglycerides: 124mg/dl 
HA1c: 6.4     
Overall CEHC was able to teach this patient how to control his chronic conditions and be 
proactive about his health. Our Vida Sana program reduced his measures and this patient was able to 
stay on track to maintaining a healthy life. In 2014 he was eligible for insurance and successfully 
transitioned. Thanks to the outstanding care CEHC provided this patient has the power to live a healthy 
life.  
 
 
Vida Sana 
Vida Sana/Healthy Life lifestyle change program is peer-led culturally-sensitive, linguistically-
appropriate eight-week program that is designed to increase health literacy and encourage healthy 
lifestyles in an approach that is founded in ‘social cognitive theory.’ Vida Sana features eight weekly 
sessions, starting and ending with an assessment of BMI, blood glucose, total cholesterol, blood pressure, 
and waist circumference, and score on a health literacy test.  The course is taught by trained Navegantes, 
who are health-oriented bilingual bicultural peers. Six individual peer-led sessions follow a set course 
curriculum (based on the Thumbs Up low-literacy book authored by Susan Oliverio). These sessions 
provide basic information on nutrition and self-management of chronic disease, and includes group 
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activities to reinforce material such as ‘bingo’ and ‘social clubs’, while including exercise activities such as 
Zumba.  CEHC established the Vida Sana program with funding from the RI Department of Health in 
2012. Three years later, the program has engaged more than 600 patients, has a high completion rate 
(67%), consistent data collection and quality control of measurements.  
More than 30 groups have been convened over the 3-year period since 2012. 60-80% of patients 
who completed the program improved their measurements. Results of the first year of Vida Sana 
intervention have been published in the J. Community Health (linked here). A second publication that will 
contain three years of data is in preparation. 
 In the published study, the lowest rate of improvement was a 60% decrease in LDL, the highest 
rate was 82 %. improvement in Systolic Blood Pressure (see chart). On average, 60% of Vida Sana 
Participants have improvement in at least one. 
 
 Have you participated in other healthy lifestyle programs like VS?  
o No  
 What do you think makes VS different than commercialized weight loss programs?  
o Other programs seem to be more on an individual level but VS is group thing and being 
here with people who motivate you and who are encouraging makes a big impact on you. 
You act as a family and get to make new friends and learn a lot from them too.  
 Why do you think VS works well for our patient population?  
o Many of them are uneducated and don’t how to eat properly and or how to manage their 
conditions but VS teaches them how to do these things and then they can spread the 
information they learn to other people.  
 How has VS improved your life?  
o I learned how much fat is in junk food and other foods and have lost 10lbs, drinks more 
water, lowered my cholesterol from 150 to 132, and lost 3 inches off of my waist  
o Other participants I know lost 7lbs and another lost 2lbs  
Survey Responses 
What was the most important aspect you learned? 
 Lesson on diabetes and obesity 
	
% Stable or 
Improved Year 1 Year 2 Year 3 Average 
Weight 80.16% 84.40% 62.50% 75.69% 
Waist 
Circumference 80.80% 91.82% 76.36% 82.99% 
Blood Glucose 62.90% 75.23% 47.75% 61.96% 
Total Cholesterol 60.00% 61.62% 63.21% 61.61% 
Systolic BP 82.61% 62.73% 75.68% 73.67% 
Diastolic BP   56.88% 60.36% 58.62% 
Health Literacy 
Test 88.89% 77.55% 72.73% 79.72% 
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 The importance of eating well for life  
 How to count calories and learn about high blood pressure, cholesterol, diabetes, cancer, and 
exercise  
 I learned how to read and understand food labels  
 Nutrition and how important a proactive approach really is  
 Eat healthier 
 I learned the different ways you can eat to stay healthy  
 The presentations were very interesting and each had information of its own  
 To improve my diet and be more selective in my food  
 Am more conscience of the importance of being healthy  
 How to help other people take better care of their diabetes  
 I have to take better care of my daughters diets and have better lives  
 
What lifestyle changes have you made since starting the program? 
 Drinking more water 
 I buy and drink more water and less soda  
 I have started to read more labels, walk more to the point I am working up a sweat, I am more 
cautious of the seasoning I use to cook with  
 I drink more water and eat healthier 
 Eating habits, reading food labels, and sharing info with friends and family  
 I stopped eating unhealthy for life  
 I have had made various changes like changing the type of food I buy and eat  
 I try to have better nutritional values of the food I eat  
 Improved my diet and exercise  
 I eat healthier, exercise, and identify products that are less toxic to the body  
 I eat much healthier and exercise 
 I am careful about buying foods with less calories  
 
What did you like most about the program? 
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 Learning, making new friends, and the health snacks! 
 Learning how much sugar different drinks have  
 I enjoyed the whole VS program and look forward to doing it again  
 I learned exactly what the sugar and fat content of the food we eat  
 It is very interactive, everyone is here to learn and help each other 
 Very dynamic and active  
 I learned what foods were bad for my condition  
 The interactions with the Navegantes 
 All of it  
  
 I am happy with everything I learned  
 That everyday we learned something new about living better lives  
 
Was there anything you did not like about the program?  
 Could be a little more organized 
 n/a 
 n/a 
 No, I liked it all  
 Class never started punctual  
 No 
 n/a 
 No, I was totally satisfied  
 It was good 
 No 
 No 
 It was difficult with traffic to get there for 5pm and I don’t like being late!  
 
Do you think there is anything that should be added to the program? 
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 More hands on activities and quizzes  
 Different types of exercises like yoga, swimming, and other types  
 n/a 
 n/a 
 Health cooking demos 
 I think it is very complete 
 It’s excellent  
 n/a 
 It should be longer  
 No I am good 
 No 
 I would have liked if we start with 15 minutes of exercise every Thursday,  
 
Would you complete the program again? 
 12 Yes  
Would you recommend the program to your friends and family? 
 12 Yes  
 
Vida Sana Graduation  
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Interviews 
Peter Asen 
1. What group of people do you think face the largest barriers to accessing health care and why? 
The previous project Peter worked on dealt with the uninsured in Providence and worked on 
mapping out the estimates of uninsured children in different areas of the city. Southern and Western parts 
of Providence had more uninsured compared to other areas. He stated many parents that were part of 
the RIte Care program (Medicaid and CHIP) would stop paying their premiums and thus fall off the 
program and then wait to reenroll. Other reasons could be lack of information, many people did not 
understand how to get assistance; this is where the project helped by directing people to the 211 line, 
which helps individuals navigate filling out the application.  
27 
2. What do you think is the biggest barrier people face when accessing health care?  
Confusion and immigration type issues as well as clerical issues within the system. Human 
Services provides 1,000 people with cash assistance which should automatically enroll these people into 
healthcare but have not probably due to lack of communication between departments. Other barriers are 
that people don’t think they need insurance until they actually get sick and then they will just use the ED 
to get care without realizing the impact this is having on them and the community.  
 
Azade Perin  
1. How many people are uninsured in RI? In Providence?  
Linda Katz from the Economic Progress Institute has the numbers for the state and has worked 
closely with the system, so she knows all about the glitches in the system.  
2. Are undocumented immigrants included in these numbers?  
We worked primarily in the city of Providence and directed undocumented immigrants to free care 
options, but I do not know if the numbers include them because many are reluctant to tell there status to 
people they don’t know especially if they think the government will find out.  
3. How many uninsured fall into the ACA coverage gap? Citizenship gap?  
Linda Katz  
 
4. What is the state/city doing to address these issues?  
The project that we have been working on is part of the Healthy Communities Office and is 
funded by the national league of cities grant. The project is called Cities Expanding Health Coverage 
Access for Families and Children. I became project manager when we entered Phase 3 of the project. 
The project was created because the RI Health Care Exchange System, Health Source RI, was changing 
the enrollment/re-enrollment process that would cause 144,000 individuals to lose their insurance; 48,000 
(1/3) from Providence. These people were at risk of losing coverage because they did not know how to 
renew their coverage, or they were not aware that they had to because they were given no notice of the 
change. The exchange system was only targeting people that could purchase insurance but we needed 
to advocate for those that could not. I would say the largest barrier to getting health insurance for these 
groups of people was confusion and not knowing how to use the system. The goal of the project was to 
enroll 1,000 children or teens in insurance and start education on the new enrollment process. Of the 
48,000 individuals only 116 lost health insurance for 1 month and all were re-enrolled the next month.  
We started by going to the registration office and schools to being educating and directly enrolling 
individuals. In January-March people would apply for free tax returns so we would also go to those 
locations and directly enroll. We were able to put together 34 events in the summer that directly enrolled 
people or made appointments for them to go and enroll. In the Fall we partnered with DHS to identify 
different audiences that needed our service.  
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We worked directly with the community to discuss not only discuss Rite care but to assist families 
in being proactive about their health. We discussed the need for yearly doctor visits, vaccines, and use of 
the ED room. We were able to help direct people who were not eligible for health care due to immigration 
issues to free care clinics. Within a year we put together over 200 events for the community.  
Completing Phase 3 we were able to get more funding. This last year & a half, the exchange 
system has gone through more changes, it has many glitches, and not enough staff for enrollment. We 
built relationships with all of the navigators in the state exchange system—Obamacare: navigator 
agencies were selected and trained to be solely dedicated to do enrollment. When we started there were 
no navigators for RIte care and we told them just because a person can’t buy the exchange does not 
mean they should not receive assistance. We worked shoulder to shoulder with them which makes a big 
difference to get navigators trained and assigned to assist us with enrollment. These navigators helped 
register the people and the fact that we had these navigators support our efforts allowed us to register 
more people.  
5. Would it be beneficial to address the health care needs of the ineligible such as undocumented 
immigrants to save money over time?  
Of course it would. It would not only save money, it would benefit society. We have to care for our 
neighbors, they are here, they are part of our communities so we should care for each other and that is 
how society should work. We should be watching for each others health, and we should want to give 
them all the resources possible. Many undocumented immigrants/uninsured wait to until they get really 
sick before they decide to get care and then they go to the ER. This is why we wanted to make sure 
everyone knows they have options and that they have the power to impact their own health. The health of 
our neighbors is a reflection of our own health.  
6. Do you see this happening at any point?  
This would have to come from federal regulation. We can take the leap in our state but we need 
to start looking at people like they are people. So someone has to start the conversation and get it going. 
We have to work as a society to give them better lives, and it will impact the state. 
 
 
Larry Warner 
1. Do you know how many people are uninsured in RI? In Providence? 
Most sources are using the number 50,000 and there are an estimated 15,000 that are immigrants in 
total but we don’t know the exact number of undocumented.  
2. Do you know if undocumented immigrants included in these numbers? 
We do not know at this time if these numbers include the undocumented.  
3. Do you know how many uninsured fall into the ACA coverage gap in RI? 
We know about 5,000 of the 15,000 fall into the coverage gap. It also seems that trying to 
navigate the commercial market requires some sort of financial literacy, so then when you get to the 
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Medicaid population there may be more confusion in how to navigate the system and leaves more people 
uninsured even though they qualify for insurance.  
4. What is the state/city doing to address these issues? 
Any type of changes would have to come form Medicaid reform. I do know of some clinics/PCPs 
that do a direct access or direct pay program where the patient would pays the PCP a “co-pay” rather 
than the insurance company.  
5. Would it be beneficial to address the health care needs of the ineligibles such as undocumented 
immigrants to save money over time? 
Yes, because “well care” is always less expensive than “sick care”. It is always beneficial to have 
patients be proactive and learn how to reduce the risk of chronic disease before they become episodic 
and in need of acute care and over time once a patient develops a chronic care the costs add up and are 
incurred to the health care system. Undocumented uncompensated care, is always a cost that is hidden 
when legislators are trying to account for their budgets, they don’t take into consideration these costs.   
6. Do you see this happening at any point? 
To include undocumented, it would come from nationally and I’m not sure where that 
conversation is. But it would need to be culturally and linguistically appropriate care that speaks to our 
diverse population and more specifically undocumented where they may feel it is not as accessible.  
7. What do you think the best solution is for the people that are in the ACA gaps? 
Fortunately, we have a great set of safety net clinics. What I see is that a lot of minority communities 
don’t appreciate a tax penalty, so if you don’t use health care they might not be able to understand the 
tax penalty of not having insurance. Health coverage is not the same as health care and this is an area 
the RIF is trying to get more education through community based org through importance of preventative 
care and having a primary care and get more PCPs to stay in RI.  
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